Dr Luke Zander (Chairman) introduced the fifth meeting of the Forum by stating that its main purpose was to examine the question of posture in labour and its implications. Perhaps professionals were in danger of exchanging one form of restrictive orthodoxy for another-from a firmly held conviction that women should be delivered lying down to an equally strong belief that they should now be delivered some other way.
Dr Peter Stewart (Northern General Hospital, Sheffield) had, with Dr Calder in Glasgow, investigated the benefits and hazards associated with different positions in labour (Stewart et al. 1983) . A number of trials of ambulation in labour had been undertaken, some of which showed benefits (Diaz et al. 1978 , Mitre 1974 , Flynn et al. 1978 , Liu 1974 while others did not (McManus & Calder 1978 , Williams et al. 1980 , Calvert et al. 1982 . Dr Stewart suggested that many of these studies appeared to have methodological flaws. He and Dr Calder felt that random allocation of women might have affected the outcome of labour by depriving them of the opportunity to do as they wished, and in their study, therefore, women were able to choose for themselves whether they remained ambulant. The findings of the Glasgow study were as follows.
Women who asked to be ambulant in the first stage of labour were likely to be of higher social class than those who did not. When selected from women possessing similar characteristics but who were content to accept conventional delivery. All those in the study were primiparous and Caucasian. Dr Haddad's study detected no significant differences between the two groups of conventionally and alternatively managed women in respect of the following variables: smoking in pregnancy; history of miscarriage/termination; gestation at the onset of labour; birth weight; and length of labour (even though the alternatively managed group used less oxytocin) (Table 1) .
Dr Haddad remarked that the improved overall outcome in the alternatively managed group could have been due to a variety of causes, such as continuity of care, position in labour, ambulation, avoidance of analgesia, and upright position for delivery. A number of practical problems had been encountered, however. The conventional delivery bed was too high and narrow for a woman to squat on in comfort and safety, necessitating the rearrangement of the delivery room and the placing of mattresses on the floor; if epidural anaesthesia or forceps delivery was subsequently indicated, either the room had to be 'reconstituted' or the mother moved to another room (the latter alternative, while more practical, meant that two rooms had to be cleaned). Midwives were not permitted to wear trousers, and their conventional uniform was unsuitable for 'floor work'. This also proved physically uncomfortable for some of them.
Dr Haddad addressed some of the difficulties often encountered by labouring women and their attendants, in an attempt to encourage midwives to conduct deliveries in alternative positions. The majority of Caucasian women were unable to maintain a squatting position for any length of time, however attractive the idea might have seemed to them. To assist these women, Dr Haddad had designed a simple, inexpensive birth stool, which transferred the weight from the thighs to the pelvis and allowed a clear view of the perineum. The stool, however, also placed some pressure on the coccyx and still required attendants to kneel on the floor to assist delivery. For women whose labour progress was genuinely delayed and for whom oxytocin stimulation was appropriate, the consequent problem of reduced mobility could be overcome by means of a batteryoperated pulsile pump carried in a shoulder bag, which administered intermittent doses of intravenous oxytocin.
The personality characteristics of the first 65 women in the study who requested alternative delivery positions showed them to be no more neurotic or anxious than normal, although they were more extrovert and strong-minded than the general population (Haddad 1982) . Dr Haddad had found some of these women so determined to remain in control, and so distrustful of advice, that they put themselves and their babies at risk by 'tying the hands' of their care-givers. She stressed that there remained the need to ensure that midwives and obstetricians had the freedom to intervene when the situation warranted it. Echoing Dr Stewart's closing remarks, Dr Haddad concluded that it might be preferable to advocate freedom of choice for women in labour, rather than to impose ambulation and alternative delivery positions on them.
Introducing the last speaker, Mrs Meloma Huxley (Active Birth Movement), Dr Zander suggested that it was important to recognize that much of the impetus for 'changes in the management of childbirth had come from the mothers themselves. Taking up this point, Mrs Huxley remarked on the growing interest amongst mothers, particularly in the last two years, which had resulted in a strong Active Birth Movement (ABM), not only in this country but also in Europe, America and Australia. The major aim of the ABM was to redress the balance between modern obstetric technology, midwifery skills and the instinctive abilities of women. Birth was seen as a normal physiological event for which women's bodies were designed. One of the reasons why some women had difficult births might be that they had lost touch with their instincts, while their sedentary lifestyle had limited the full range of movements of which their bodies were potentially capable.
Despite demonstrations (for example, by the French obstetrician Dr Michel Odent) that there were women who needed no form of preparation provided that they were cared for in a supportive and helpful environment, there were still many women whose awareness needed to be 'opened' to the possibility of discovering their full potential with regard to giving birth. For this reason, Mrs Huxley's classes were based on the ancient and comprehensive system of yoga, aiming to produce a healthy body and a positive and confident outlook. Particular postures taught were 'natural birth positions' which revolved around squatting and stretching exercises. Pregnant women seemed very receptive both mentally and physically, and could accomplish in a matter of weeks what others might take years to achieve. The exercises were safe, unstrenuous, and produced a sense of wellbeing. They reduced the pulse and respiratory rate and utilized gravity. Women attended classes weekly for about five months, and the two-hour sessions provided time for discussion and sharing of experiences. Gradually and gently the women learned to relax and regain body flexibility. Back pain, varicose veins, hypertension and indigestion had often been relieved by the practice of yoga.
Demonstrating with the aid of a plastic pelvis, Mrs Huxley enumerated the benefits of the squatting position for birth in which, because it utilized gravity, the minimum effort was required when pushing. The pubic and sacroiliac joints 'gave' a little and the coccyx moved back in this position, so that the pelvic outlet could be increased in area by as much as 30% as compared with the recumbent position (Russell 1969). The pelvic floor was relaxed as much as possible, so there was less pressure on the perineum and thus less likelihood of perineal damage. Squatting was also a resting position for the spine, and eliminated pressure on the coccyx -a factor which might have much to do with the pain experienced in many labours.
A series of slides illustrated the ease of yoga positions and their value during labour. These included a demonstration of how two helpers, kneeling side by side, could form a 'human birth chair' for the woman. Mrs Huxley also emphasized the value of having something, such as ropes or poles, for the woman to reach up and hold on to, and of using small, portable electronic fetal heart monitors, instead of a pinard stethoscope, to check the fetal heart when the mother was in an upright position. This position also facilitated vaginal examination, breech and twin births (as evinced by deliveries conducted at Pithiviers and the Garden Hospital, Hendon) as well as physiological placental delivery.
Finally, Mrs Huxley asked the audience to consider the advantages of allowing mothers in hospital who opted for active birth to have a team of friends and/or relatives to help them, as this would overcome the problem of providing continuous support, especially during a long labour, and of utilizing techniques such as massage to prevent and/or relieve restlessness and colic in babies.
In the lively discussion that followed, a number of points were made. If a woman wished to sit or squat when giving birth, it seemed sensible to use people's bodies to form a 'chair' rather than employing a birthing chair, so many of which were uncomfortable and deprived the woman of the physical contact and support of her attendants. Dr Stewart had remarked that in his study the mothers most likely to develop problems in labour were those who chose to lie down. Could this be used as a diagnostic aid, indicating that these women were in need of special attention? Dr Stewart agreed that this might be the case. However, it was also suggested that lying down (especially in warm water) might be the optimum position for some women, whose progress in labour might be hindered by striving to remain upright and mobile. The problem of suturing the perineum of a woman who had delivered on the floor might be overcome by asking her to turn on her left side and to put her right leg on the accoucheur's shoulder, thus allowing a good view of the area and sufficient room for the handle of the needle holder.
One (Carter & Jancar 1983) . Surveys recently undertaken in six areas of the South West Region showed that 10-30% of the mentally retarded population were aged 50 years or more, depending on their location. The majority were living in non-hospital settings, mostly at home, and some were being cared for by a single elderly parent. There was often no daytime provision for those living at home and dependency increased rapidly from the sixth decade onwards. Moreover, although prescription of anticonvulsants and major tranquillizers decreased from the fifth decade onwards, medical problems and multiple pathology are common.
For historical reasons some of the elderly mentally handicapped are in hospital. They tend to be of relatively high ability and there is limited research suggesting that such individuals may be integrated into pre-existing residential provision for the elderly in the community (Mueller & Porter 
